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Summary：Although the number of patients with metabolic syndrome has been increasing recently, 
young females are still more likely to become thin. The incidence rate of eating disorders has been in-
creasing rapidly since the late 1990’s and growing closer to that of Western countries. In contrast to the 
Western countries we looked at in our study, there has been no national epidemiological survey in the 
past 10 years in Japan. Additionally, it is still not common that registered dietitians join in treatment of 
eating disorders and provide nutrition therapy in Japan. Thus, this paper gave the outline of eating disor-
ders in Japan by summarizing and comparing with the situation in the United States. This study revealed 
the importance of large national epidemiological surveys, medical nutrition therapy, and the role of regis-
tered dietitians in order to encourage registered dietitians to provide nutrition therapy by joining the 
teams treating eating disorders. 
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Introduction
　Recently, awareness of metabolic syndrome has been 
growing in the public eye as this issue has become more 
prevalent in Japanese society.  The National Health and 
Nutrition Survey in 20121）showed 9.4% of females and 
24.7% of males over the age of twenty were strongly sus-
pected of having metabolic syndrome.  Moreover, 23.6% 
of males and 7.7% of females are considered likely to de-
velop metabolic syndrome in the future.  Therefore, 1 
out of 2 males and 1 out of 5 females are strongly sus-
pected of having, or likely to develop metabolic syn-
drome.
　On the other hand, the National Health and Nutrition 
Survey in 20121）also reported that 4.7% of males and 
12.0% of females were underweight (BMI＜18.5), especial-
ly 21.8% of females in their twenties.  In addition, the Na-
tional Health and Nutrition Survey in 20082）stated that 
females aged 20 to 30 are more likely to pursue a lower 
BMI than any other generation including those who are 
already underweight.  These surveys showed that the 
number of people who were obese and have metabolic 
syndrome has been increasing, however, young females 
aged at 20 to 30 tended to become underweight.  
　With the increasing of underweight, the number of 
eating disorders in Japan has been increasing rapidly 
since the late of 1990s3, 4）.  Eating disorders are severe 
diseases that cause abnormal eating behaviors based on 
psychological factors and are very difficult to treat com-
pletely.  They also have strong correlations with other 
diseases such as depression, alcohol dependency, type 1 
diabetes, and so on5）.  Therefore, it is very important to 
detect and treat eating disorders at the early stage in or-
der to prevent them from becoming serious.  However, 
no large national epidemiological survey has been con-
ducted in the past ten years3, 4, 6）and registered dietitians 
do not join in the treatment of eating disorders6）.
　Therefore this paper gave an outline of eating disor-
ders in Japan by comparing them with the United States. 
We proposed the importance of the large national epide-
miological survey, medical nutrition therapy, and the role 
of registered dietitians in the treatment of eating disor-
ders.
Eating Disorders
　1.　What are Eating Disorders?
　Eating disorders are not only unusual appetite and at-
titude to eating but abnormal eating behavior caused by 
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psychological factors manifesting in two ways; 1) the ex-
cessive persistence of weight, 2) weight and body images 
influencing self-evaluation7）.  Moreover, eating disorders 
have been affected and changed by social and cultural 
impacts at each generation5）.  At the present, the Ameri-
can Psychological Association (APA) publishes DSM-4-
TR (Diagnostic and statistical manual of mental disorders, 
4th ed.  Text Revision) (APA, 1994) and DSM-5 (APA, 
2013), and World Health Organization (WHO) established 
ICD-10 (The ICD-10 Classification of Mental and Behav-
ioral Disorders: Clinical descriptions and diagnostic guide-
line) (WHO, 1992).  These criteria have been used in clini-
cal situations and changed constantly5）.
　2.　Category and Characteristics
　DSM-4 divides eating disorders into three groups, an-
orexia nervosa, bulimia nervosa, and Eating Disorder Not 
Otherwise Specified (EDNOS).  EDNOS includes disor-
ders of eating that do not meet the criteria for anorexia 
nervosa and bulimia nervosa.  For example, a female pa-
tient could meet all criteria for anorexia nervosa except 
she has her regular menses8）.  These eating disorders 
are not necessarily independent but are often related to 
each other, and anorexia nervosa in a person can change 
into bulimia nervosa or binge eating disorder, while bulim-
ia nervosa sometimes changes to EDNOS or anorexia 
nervosa9）.  DSM-5 defines that every eating disorder ex-
hibits abnormal eating behavior, such as severe diet re-
striction, as well as other symptoms.  
　There are some key characteristics which patients 
with eating disorders show: skipping meals, binge eating, 
vomiting, pre-occupation with food, irregular meal time, 
unbalanced meal, fear of becoming fat, persistence of 
thinness and desire to be thin.  Obsessive tendencies, 
poor personal relationships, and depression are also char-
acteristics often associated with people who develop eat-
ing disorders5）.  
a）Anorexia Nervosa
　The representative characteristics of anorexia nervosa 
are excessive restriction of food, fasting, excessive exer-
cise or binge eating and purging, and there are also sub-
types of anorexia nervosa; restricting type and binge 
eating/purging type5）.  Anorexia nervosa patients are 
15% lighter than standard weight7）, thus they are thin.  
　Anorexia nervosa patients show intense fear of gaining 
weight or becoming fat, even if they are underweight7）. 
For example, sometimes their perception of any small 
change in their body’s appearance makes it difficult for 
them to go out.  These compulsive behaviors become 
more serious as their starving and malnutrition grow 
worse7）.  Individuals may restrict their meals, induce self-
vomiting, and misuse laxatives, diuretics, or enemas7）.  A 
medical doctor’s prescription is needed to get diuretics, 
therefore, misuse of them is not as common.  However, 
anorexia nervosa patients sometimes are able to obtain 
them because of treatment for an edema.  
　Some anorexia nervosa patients deny their desire to 
be thin and their fear of becoming fat, and say they want 
to be fat.  In contrast, in reality they are not able to stop 
their behaviors to become thin and do not seen to gain 
their weight.  Hence, they can be diagnosed with anorex-
ia nervosa10）.  
b）Bulimia Nervosa 
　Bulimia nervosa is characterized by two types of binge 
eating.  One is eating in a discrete period of time, such as 
within any two-hour period 7）.  Bulimia nervosa patients 
also eat an amount of food which is larger than most 
people would eat during a similar period of time and un-
der similar circumstances.  The other is a lack of control 
over eating during the episode, such as feeling that one 
cannot stop eating or control what or how much one is 
eating 7）.  They also feel self-loathing when they are not 
able to achieve weight loss through diet restriction, anxi-
ety for repeating binge eating and weight gain after 
binge eating, and guilt for binge eating10）.  
　The cases in which eating disorder patients overeat 
followed by compensatory behaviors such as vomiting 
can lead to more serious problems such as suicide, alco-
hol and drug abuse, compared to non-compensatory be-
haviors7）.
　3.　 The Reality of Eating Disorders (Japan-US com-
parison)
a）Eating Disorders in Japan
　According to the national epidemiological research 
conducted in medical facilities (23401 facilities) through-
out the country in 1998, the estimated prevalence of an-
orexia nervosa was 0.083～0.119%, bulimia nervosa was 
0.043～0.059%, respectively4）.  
　The number of patients with anorexia nervosa had in-
creased 4 fold4）.  It is reasonable to believe that there are 
even more patients, because not all patients visit the doc-
tor’s office3, 4）.  
　In regard to age, the onset of eating disorders is usual-
ly at the age of 10 to 19 years old, with anorexia nervosa 
often beginning in teens, while bulimia nervosa affects 
those in their twenties10）.  However, the number of peo-
ple developing eating disorders between 10 and 19 years 
old has been increasing in recent years, indicating the 
starting age for developing eating disorders is becoming 
earlier10）.  In terms of sex, there are many more females 
with eating disorders than males, with 90% of patients 
being female4）.  According to research of metropolitan 
areas in 20113）, the number of youths suspected of suffer-
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ing from eating disorders increased rapidly at eighth 
grade, and peaked among tenth through twelfth graders.
b）Eating Disorders in the USA
　Hudson, et al11）stated that the prevalence of anorexia 
nervosa, bulimia nervosa among women in the US was 
0.9%, and 1.5%, respectively and that of anorexia nervosa, 
bulimia nervosa among men was 0.3%, and 0.5%, respec-
tively.  Most eating disorders develop during the begin-
ning of adolescence, at 18 to 22 years old, as in 3.8% of 
women with eating disorders.  Halatesta12）said that the 
number of middle aged women with eating disorders 
was also an increasing trend.  Hudson, et al11）reported 
that binge-eating disorder is more prevalent than both 
anorexia nervosa and bulimia nervosa.  Swanson, et al13）
stated that lifetime prevalence estimates of anorexia ner-
vosa, bulimia nervosa, and binge eating disorder were 
0.3%, 0.9%, and 1.6%, respectively.  In addition, Hispanics 
were reported to have the highest rates of bulimia, while 
Whites were reported to have the highest rates of an-
orexia.  The majority of those with eating disorders also 
met criteria for at least one other psychiatric disorder, 
such as depression.  Each eating disorder was associated 
with higher levels of suicidal thoughts compared to those 
without an eating disorder14）.
c）Differences and Similarities between Japan and West-
ern countries
　Recent Western reports showed that the prevalence of 
anorexia nervosa among women was 0.9～2.2%, and 0.2～
0.3% among men15）.  For adolescent girls in the United 
States it was 0.5%3）.  In contrast to Japan, in Western 
countries the patients with eating disorders started in-
creasing in the 1980s and reached a peak in the 1990s. 
In Japan, the number of people with eating disorders 
was only half of that in many Western countries at the 
time.  However, since then it has increased twice in 20 
years, matching or surpassing the statistics for many 
Western countries4）.  
　Although the number of patients with eating disorders 
has been increasing rapidly since the late 1990s, not 
enough surveys have been done in the past 10 years to 
completely assess the problem3, 4, 6）.  However, it is very 
important to research practically for treatment, aid, and 
prevention, because eating disorders are a life-threatening 
disease.  There is no easy way to know the potential 
number of patients with eating disorders, since it is often 
psychologically difficult for them to see medical doctors 
by themselves.  For this reason, a large national survey 
needs to be conducted in order to determine the number 
of people suffering from eating disorders throughout the 
country, as well as the type of treatment and prevention 
measures that would need to be established in Japan.
　4.　Risk Factors
　There are several factors that may contribute to the 
onset of eating disorders that interact with one another 
in complex ways.  These factors include social-cultural 
factors, psychological factors, biological factors, as well as 
genetic factors.  
a）Social Cultural Factors
　The modern social perception that thinness is essential 
for beauty and excessive diets to become skinny are al-
right are common among women.  This perception has 
great influence on the increase in the number of eating 
disorders in Japan4）.  The mass media always has many 
advertisements to encourage thinness and admires those 
who succeed in dieting.  Cheney’s study16）stated that ex-
posure to Western television programs corresponded 
with the adoption of a slender body image ideal and a 
significant increase in body dissatisfaction, disordered 
eating patterns, and eating disorders among young wom-
en.  On the other hand, according to Pike, et al.17）, there 
was a relative absence of obesity in Japan, so the poten-
tial role of weight and shape concerns in accounting for 
body dissatisfaction may be overshadowed by failure to 
achieve other aspects of European-centric beauty, such 
as height, curvaceous bodies, large breasts, and blond 
hair.  Therefore, the mass media and social media affect 
women’s desire to become thin, making it a factor lead-
ing to disordered eating and eating disorders.  
b）Psychological Risk Factors 
　Reports have shown that certain psychological prob-
lems are associated with certain eating disorders.  Those 
with anorexia often also suffer from obsessive-compulsive 
disorder, those with bulimia often also have depression 
and anxiety, and negative self-evaluation and low self-
esteem can be found in all patients with eating disor-
ders7）.  Moreover, according to Cooley’s research about 
female college freshmen18）, body dissatisfaction was asso-
ciated with eating disorders.  These psychological fea-
tures are risk factors for the onset of eating disorders.  
c）Familial Risk Factors
　These are some familial risk factors that cause and ex-
acerbate eating disorders19）, for example, family troubles 
such as separation and divorce of parents, poor contact 
with parents, excessive expectation from family, and so 
on.  In addition, other family member’s dieting, and nega-
tive comments about diet, body image and weight could 
be part of what can trigger eating disorders20）.  
　The changes of family structure have been also related 
to the increase in the number of eating disorders.  Japa-
nese women were found at a reduced risk when com-
pared to data from the West17）.  Japanese women were 
thought to be relatively protected from eating disorders 
by the stable, solid family system, healthy diet, and low 
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rates of weight problems that characterized traditional 
Japanese culture17）.  However, now this Japanese culture 
is changed.  A few decades ago, most Japanese house-
holds included the grandparents; three generations would 
live and eat together.  On the other hand, now most fam-
ilies are nuclear families.  Therefore, these changes con-
tribute to the increasing in eating disorders in Japan.  
d）Genetic Risk Factors
　Not all those who have the psychological characteris-
tics mentioned above develop eating disorders, but some 
of those become developing eating disorders.  A recent 
study with twins showed that genetic factors play im-
portant roles in the sensitivity of eating disorders21）.  
　Different genes affect development of anorexia nervosa 
and bulimia nervosa, and the heritability of the former is 
higher than that of the latter.  However, as previously 
explained, anorexia nervosa and bulimia nervosa are not 
necessarily independent diseases7）.  Since there are cor-
relations between genes that cause anorexia nervosa and 
those that cause bulimia nervosa, anorexia nervosa could 
change into bulimia nervosa, and vice versa, since both 
genes are in the same family21）.
　Therefore, although different genes affect the sensitivi-
ty of anorexia nervosa and bulimia nervosa, they are not 
different eating disorders which have totally different ge-
netic and environmental factors, but rather similar eating 
disorders whose features overlap21）.  
e）Other Risk Factors
　There are also other risk factors; unhealthy weight 
control is also one of risk factors causing binge eating 
and self-vomiting.  In addition, the persistence with so-
called “healthy food” could cause eating disorders.  It is 
not recognized in DSM-4, however, this symptom called 
orthorexia nervosa has been increasing recently22）.
Treatment of Eating Disorders
　1.　Psychotherapy
　Eating disorders are mental illnesses related to psy-
chological issues such as low self-esteem, problems with 
interpersonal relationships, depression, and so on.  There-
fore, psychotherapy is essential to treating eating disor-
ders.  
a）Cognitive Behavioral Therapy
　Cognitive behavioral therapy is a talking therapy that 
can help patients with eating disorders’ mental problems 
by changing the way they think and behave23）.   Al-
though it is commonly used to treat anxiety and depres-
sion, it can be useful for eating disorders24）.  Cognitive 
behavioral therapy cannot remove their problems, how-
ever, it can help by comparing the differences between 
how the patients think of the problem and the reality of 
the problem.  The patients with eating disorders are like-
ly to think the problem is worse than the reality of it and 
suffers from it.  This therapy which is based on the con-
cept that thoughts, feelings, physical sensations, actions, 
and environment are interconnected, therefore therapists 
encourage the patients to realize their inappropriate neg-
ative thoughts and feelings.  Cognitive behavioral thera-
py only deals with the patient’s current problems rather 
than focusing on issues from their past23）.  It has been 
shown to be an effective way of treating a number of dif-
ferent mental health conditions, such as obsessive com-
pulsive disorder, panic disorder, eating disorders, and so 
on24, 25）.
　Cognitive behavioral therapy has proven effective at 
lessening the frequency of binge eating behaviors, abnor-
mal compensatory responses, and normalizing cognitions 
in individuals with bulimia nervosa.  However, use of 
cognitive behavioral therapy with anorexia nervosa is 
challenging because disruptions in neurotransmitter se-
cretions and functions limit the patients’ response to 
treatment.
　There are some studies which show positive effects of 
cognitive behavioral therapy intervention.  First, in a 
randomized controlled trial, interpersonal psychotherapy 
and cognitive behavioral therapy proved significantly 
more effective than behavioral weight loss treatment in 
eliminating binge eating after 2 years26）.  Other small 
cognitive behavioral therapy intervention studies for 
women who binge ate27）was shown to have the positive 
results.  In that study, registered dietitians intervened 
through discussions, didactic information, reflection ques-
tions, and homework exercises.  
　Following these interventions, measurements of binge-
eating severity and frequency, depression, body image, 
and self-esteem showed improvement, although weight 
did not change significantly27）.
b）Family Based (Maudsley) Therapy
　According to some studies, family based therapy has 
effects on adolescents with anorexia nervosa.  It pro-
motes parental control of weight restoration while en-
hancing familial functioning as it relates to adolescent de-
velopment28）.
　Family based therapy is an intensive outpatient treat-
ment where parents play an active and positive role be-
cause of the following reasons; firstly it helps to restore 
patients’ weight to normal levels expected of their age 
and height; secondly control over eating is given back to 
the adolescent20）; thirdly, it encourages normal adolescent 
development through an in-depth discussion of these cru-
cial developmental issues as they pertain to the child15）.  
　Family based therapy is an effective way to treat ado-
lescents with anorexia nervosa sooner than other treat-
ments.  This therapy can prevent hospitalization and as-
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sist the adolescent in her or his recovery, provided that 
parents are seen as a resource and that they are allowed 
to play an active role in treatment29）.  A detailed clini-
cians’ manual that shows how parents should be involved 
in this treatment has recently been developed30）.  
　2.　Medical Nutrition Therapy
a）The Importance of Nutrition Therapy 
　Eating disorders are severe diseases with abnormal 
eating behaviors based on psychological factors and very 
difficult to treat completely.  They also have strong rela-
tions with other diseases such as depression, alcohol de-
pendency, type 1 diabetes, and so on5）.  The complexities 
of eating disorders which are accompanied by various 
diseases and symptoms require a collaborative approach 
by an interdisciplinary team of mental health, nutrition, 
and medical specialists22）.  
　Though eating disorders are not caused by diets them-
selves but rather stem from mental illness, medical nutri-
tion therapy is an important treatment that can have a 
great influence on the patients’ prognosis.  It plays a 
great role on stopping exacerbation of eating disorders 
and preventing complications.  
　Since nutrition therapy stimulates patients’ fear of obe-
sity, it may backfire and make them more reluctant for 
treatment.  Therefore, they need to be motivated with 
extreme care10）.  
　Inappropriate food restriction affects amenorrhea, 
Table 1　 Roles and responsibilities of registered dietitians for nutritional treatment of eating disorders (modified 
from references 15 and 22)
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bones, malnutrition, and the ups and downs of patients’ 
feelings13）.  Even if enough energy is taken during strict 
food restriction, lack of calcium often happens and it 
causes some diseases related to bone metabolism.  The 
nutrition balance is broken with abnormal limitation of 
food, vomiting, overeating, and weight gain and loss.  As 
a result, it induces their poor health.  This result was al-
ready proven by The Minnesota Starvation Experiment 
in 1950’s31）.  This study observed people who had been 
made to starve by restricting food to lose 25% of their 
weight in six months and how subsequently they recov-
ered.  Through this study, it showed that starvation 
caused healthy people to change mentally in ways which 
are similar to the symptoms with eating disorders, such 
as depression, anxiety, irritability, and other psychiatric 
symptoms.  Therefore, nutrition and eating behavior af-
fect both physical and mental stress, and control cogni-
tive functions8）.  It is important to promote early recov-
ery both physically and mentally by nutrition therapy 
conducted by a registered dietitian.  The treatment of 
eating disorders requires an interdisciplinary team com-
posed of a psychiatrist, a clinical psychologist, and sever-
al others.  Registered dietitians are needed to collaborate 
with other specialists in their team to conduct nutrition 
therapy.  In addition, exchanging opinions in the team 
and communicating with patients from a broad perspec-
tive are important.  When they contact patients, forming 
a rapport and listening to the patients are also required. 
Since eating disorders are a complex mental illness, they 
need to understand the psychological and neurological 
aspects22）.  
　There are several aims of nutrition therapy; regaining 
and maintaining normal weight, forming normal eating 
and fixing abnormal attitudes to food and weight.  The 
assessment of the patients’ nutrition status by registered 
dietitians contributes to team approach medicine, be-
cause food intake history is more accurate than biological 
checks and better for figuring out nutrition deficiency of 
micro nutrients than the present food intake.  Moreover, 
registered dietitians are able to motivate them to change 
their eating behaviors through patient-centered inter-
views22, 32）.  On the other hand, patients with eating disor-
ders have reluctance to eat high energy food and think 
such food should not been eaten.  They feel guilty after 
eating these foods, so they often induce self-vomiting and 
take a laxative.  Thus, registered dietitians need to edu-
cate them that they can eat high energy food and main-
tain normal weight as long as they do not overeat them.   
b）Medical Nutrition Therapy and the Role of Registered 
Dietitians in the United States
　The American Dietetic Association clearly stated that 
nutrition intervention, including nutritional counseling by 
a registered dietitian, was an essential component of 
team treatment of patients with anorexia nervosa, bulim-
ia nervosa, and other eating disorders during assessment 
and treatment across the continuation of care22）.  It re-
quires a collaborative approach by an interdisciplinary 
team of mental health, nutrition, and medical specialists, 
due to the complexities of eating disorders, such as epi-
demiologic factors, treatment guidelines, special popula-
tions, and emerging trends highlighting the nature of 
eating disorders.  Registered dietitians are integral mem-
bers of treatment teams and are uniquely qualified to 
provide medical nutrition therapy for the normalization 
of eating patterns and nutritional status.  However, this 
role requires understanding of the psychological and 
neurobiological aspects of eating disorders.  Advanced 
training is needed to work effectively with this popula-
tion22）.  Further efforts with evidenced-based research 
must continue for improved treatment outcomes related 
to eating disorders, along with identification of effective 
primary and secondary interventions22）.
　Registered dietitians’ role in the nutrition care of indi-
viduals with eating disorders is supported by the Ameri-
can Psychological Association33）, the Academy for Eating 
Disorders34）, and the American Academy of Pediatrics26）. 
Registered dietitians working with patients with eating 
disorders need a good understanding of professional 
boundaries, nutrition intervention, and the psychodynam-
ics of eating disorders.  Table 1 (modified from refer-
ences 15 and 22) shows roles and responsibilities of regis-
tered dietitians for nutritional treatment of eating disorders.
　Certain populations are vulnerable to eating disorders, 
such as athletes and adolescents.  Dieting typically pre-
cedes a full-blown eating disorder, as an athlete restricts 
eating to achieve lower body weight for enhanced per-
formance, for example.  This tends to occur more often 
in sports that encourage a lean physique, such as run-
ning, wrestling, dance, and gymnastics35）.  An athlete 
does not necessarily need to exhibit all symptoms to be 
at risk for compromised health and eating disorders; 
rather, the individual is assessed across a spectrum of 
abnormal behaviors.  Registered dietitians play a role in 
the identification and treatment of disordered eating pat-
terns in this vulnerable population.
　Essential priorities for registered dietitians include col-
laboration and communication skills, advanced training, 
and an understanding of the complexities and sensitivi-
ties of eating behaviors.  Also of note is that risks for 
eating pathology increase with dietary changes and 
weight management efforts.  As registered dietitians par-
ticipate in limiting the progression of eating disorders, 
they can support efforts for sustainable outcomes for eat-
ing disorder prevention, intervention, and treatment.
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c）Medical Nutrition Therapy and the Role of Registered 
Dietitians in Japan
　The clear statement about nutrition intervention for 
eating disorders including nutritional counseling by a 
registered dietitian might not exist in Japan, unlike the 
USA.  Although some registered dietitians have joined in 
the treatment and received good feedback from patients 
with eating disorders, not all facilities collaborate with 
them to treat the patients6）.  Registered dietitians are not 
able to provide nutritional counseling to patients with 
health insurance settings in Japan.  This makes it diffi-
cult for registered dietitians to join the treatment of eat-
ing disorders6）.
Conclusion
　The prevalence of eating disorders in Japan has been 
increasing rapidly since the late 1990’s and getting closer 
to that in Western countries, because of the Westernized 
modern Japanese society which emphasizes excessive di-
eting to achieve a skinny body.  Therefore, social-cultural 
preventions must be prepared to control mass media 
which promotes women to become ultra thin.  
　In contrast to the Western countries, there has been 
no national epidemiological survey about eating disorders 
in the past 10 years in Japan.  Moreover, in the United 
States there are more detailed surveys of eating disor-
ders focusing on the differences of prevalence of eating 
disorders between ethnic groups.  The role of registered 
dietitians in caring for those with eating disorders is 
clearly mentioned, such as nutrition care for specific pop-
ulations who are more vulnerable to eating disorders 
than others, such as athletes.  Although nutrition inter-
vention is important to change the patients’ eating be-
havior and recover their weight, it is necessary to detect 
and treat the patients at earlier stages for a complete re-
covery31）.  In Japan, the kind of guidance offered regis-
tered dietitians joining in the treatment of eating disor-
ders and providing nutrition therapy has not been 
common.  To improve the team treatment composed of 
various specialists such as psychiatrists, clinical psycholo-
gists, and registered dietitians, a large national survey 
should be conducted.  In addition, the importance of 
medical nutrition therapy, and the role of registered di-
etitians for the treatment of eating disorders are acknowl-
edged.
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